INDIANA STATE DEPARTMENT OF HEALTH
CERTIFICATE OF DEATH

Local NO?ZO 'O%

1. Decedent's Legal Name (First, Middle, Last)

MARIE A.

MICHALAK

1a. Maiden Last Name (if

Lapcis

Female)

4 Date Of Death (MonthIDayIY ear)
vy Fy T ot

T35 ite OF Degth -
?Femaieﬂ'ﬁgpP” Mar 19,2008

5. Social Security Number 6a. Age - Yrs

6b. Under 1 Year

6c. Under 1 Month &d. Under 1 Day

6a. Under 1 Hour

7. Date Of Birth (MonthIDayP ear)

#y And State Or Foreign Country)
{5 TrOw

336-18-

Months

Hours

Minutes
L

M ?1:3%{129

S.Chgo, Ill.

9. Everin U.g. Ahgd}’mces?

[ Yes No Unknown OJ

~40. i Death Occurred In A Hospital: # g U U U a
[ Inpatient T Emergency Depam&t ent [J Dead On Arrival Gk Hospice Facilty [ Decedent's H&ﬁb ﬂl‘xﬂs Mm

eath Occurred Somewhere Other Than A Hosgotal
; & BROWN

are Facility [ Other (Specify)

0y

11. Facility Name (if Not institution, Give Street And Number)

St. Anthony Hospice

VAT IAL A

v
\)
) 12. City Or Town, State, And Zip Code 13. County Of Death 14. Marital Status At Time Of Death
Lice i i i ied, But Separated ] Divorced
>, | Crown Point, Indiana 46307 Lak [ Maried [ Maried, But Separaled [ Divorc
S d 0 ake £ Widowed [ Never Married [ Unknown
2 15. Surviving Spouse’s Name 15a. (If Wife)Give Maiden Last Name 16. Decedent's Usual Occupation 17. Kind Of Business/industry
v
i i
3 Housewife
- 18. Residence - State 18a. County 18b. City Or Town
J
' Indiana Lake Gary
DA 18c. Street And Number 18d. Apt. No. 18e. Zip Code TBY Tnside TRty Limts?
O Mo
f71521 E. 52nd Ave. 46410
;\ 19. Decedent's Education 20. Decedent Of Hispanic Origin 21. Decedent's Race
r 12 White
P 22. Father's Name (First, Middle, Last) 23. Mother's Name (First, Middle, Last) 23a [aiden [ast Name

Martin Lapcis

[ 24 Tntormant's Name
Annette Deruntz

742 Re ahonsﬁlp 0 Decedent

Daughter 2

Rose Lapcis

Konopka

[afing Address

448 Sorrento Dr,

rest An umber, Y, State, Zip e,

Schererville,In 463%5

25. Place Of Disposition

25a. Method Of Disposition.

Removal From State
O] Other (Specify)

Buriai {JJ Cremation [J Donation ] Entombment

25b. Piace Of Disposition (Name Of Cemetery, Crematory, Other Place}

Holy Cross Cemetery

25¢. Location - City, Town, And State

Calumet City, Illinois

26. Was Coroner Contacted?
s

O Yes 3E3io

27. Name And Complete Address Of Funeral Eacility

Rendina Funeral, Home, 5100 Cleveland St. Gary,In

27a. Funeral Home License Number:

FH83007819

27b. Signal Of indiana Funeral Service Licensee:

]

27¢. License Number (Of Licensee)«

FD01010402

}.‘

7
g

adse Of Death (See Instructions And Examples)

p ';k/fs——That Directly Caused The Death, Do Not Enter Terminai Events

(Y} 28. Parti. Enter The Chain Of Events—Di Injuries, Or Ci Approximate
D Such As Cardiac Arrest, Respiratory Arrest, Or Ventricular Fibrillation out Showing The Etiology. Do Not Abbreviate. Enter Only One Cause On Interval: Onset
X A Line. Add Additional Lines If Necessary. b) R ; ; ; c Z { N To Death
()f; Immediate Cause (Final Disease Or Condition Resulting In Death A C(;
({5 Dff o (Or f& A Cansequengd O 7
K‘)\ Sequentially List Conditions, If Any, Leading To The Cause Listed On 8. s -
Line A, Enter The Underlying Cause (Disease Or Injury That Initiated Sl10(nds A Canzeduence On:
11| The Events Resulting In Death) Last [o}
c . Due To (Or As A Consequence Of):
= D.
< Part Il. Enter Other Significant Conditions Contributin th But Not Resulting In The Underlying Cause Given in Part | as An Autopsy Performed? Yes D No
lere Autopsy Findings Available 16 Complete The Cause éath 7
E::; OYes ONo
:_,‘: 31. Did Tobacca Use Contribute To Death? 32.if Female: 33. Manner Of Death:
Z 0 Yos O Probably 2 No [ Unknown % g %ﬁ‘a&' guN:Prw?g.wPrmﬁm 332 \P;yrsomedh zﬁw O Hamicide O Accident O3 Pending Investigation
o Eren g L3 Suicide T Could Not Be Determined
LL_ 34. Date Of Injury (Month/Day/Year) 36, Place OF tnjury (€.G., Decedent’s Home, Construction Site, Restaurant, Wooded Area) 37. injury At Work?
o
o Ove Ot
F=1 38 Location OF Injury - State 33a. 38b. Street & Number 38¢c. Apt. No. 383 Zip Code
fas v
(_} 39 Describe How Injury Occurred ét‘t ; 40. K Transportation Injury, Specify:
A i Ax

D1 DiivecfOperator T Passenge I Podestrian T Other (Specify) I ‘ v
4

2
41. Signature, OfPersZerﬁfying Caysg Of Death:

42. Certifier (Check Only One) l \
ertifying Physician [J Coroner [0 Heafth Officer

)]

/

[4
43 Name, Address And Zip Code Of Person Certifying Cause Of Death:

44. License Number

Or10377t7

45. Date Certified ..’/

3/24/08 .

i AR
46. Additional Funeral Service Provider: 9 baock °

Aes v
e RVE. L. POINt | o s

018315

48. Signature of Local Health Officer:

= D 57 o

man);

State Form 10110 (R7/9-07) ATTENTION ESTATE: The Social Security # is being requested by this state agency in order ta pursue its statutory responsibity. Draclosure is voluntary and there will be no penalty for refusal. THE RECORDS IN THIS SERIES ARE CCNFIDEN‘I'IAL PER IC 16-3 7-1-10



